Despite evidence about the psychosocial risks associated with working in end-of-life care and evidence about effective solutions, health care organizations have yet to bridge the gap between evidence and practice. There is overwhelming evidence that professional carers of dying patients are at risk of stress, burnout and mental ill health [1] [2] [3] . This includes clinical oncologists [1], palliative care physicians [1,2], palliative nurses [2], a variety of health care professionals in oncology or palliative care wards [3] , and health care assistants in ward, hospice or home settings. The psychosocial risks are created by grief, death anxiety, emotional exhaustion and feeling professionally helpless. A review reported that palliative nurses are at high risk of substance abuse, alcohol abuse, anxiety and depression [4] , and one study reported a higher rate of alcohol use among oncology nurses compared with other nurses [5] . Another study reported that 63% of palliative and other oncology staff suffer from chronic stress symptoms, including feeling of emotionally exhausted [3] . Researchers have been trying to find ways of helping palliative staff cope, and there is robust evidence that training interventions and learnable strategies work [6] [7] [8] . Despite this wealth of knowledge, many health care organizations have failed to adopt a clear policy of staff training that pre-empts the psychosocial risks of working in end-of-life care. Unfortunately, the psychosocial hazards have largely remained the same for nearly half a century [9] . Policies about how to orient (induct) palliative staff remain centred around task knowledge, rather than addressing the coping aspect of the job.
Orientations can avert psychosocial risks to palliative staff
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The problem is that there is very little formal psychosocial preparation for working with dying patients [10] , and the culture in many health care organizations does not encourage dialogue about the psychosocial risks of endof-life care. An orientation or induction is a training course designed to prepare new staff for the job or to prepare existing staff before they begin new job duties. Training interventions are vital in averting the psychosocial risks to staff [6, 8] , but most health care organizations are not providing them. It is easy for organizations to assume that someone who begins a job in end-of-life care should be prepared to face the psychosocial risks, but the lack of intervention is putting staff at risk. In fact, a study found that many nurses and physicians lack preparation about how to deal with their own emotions about a patient's death [11] . The study found that 54% of the respondents answered that they would not be able to work in end-of-life care. Without training about how to deal with the psychosocial risks, many end-of-life nurses, physicians and professional carers are vulnerable to not just the initial risks but also further risks arising from maladaptive coping. End-of-life staff who are not trained about how to cope effectively with the psychosocial stressors could be at risk of adopting maladaptive coping methods such as avoidance, emotional distance, disengagement, absence and the intention to quit; this is given evidence of a high absence rate and evidence of a connection between stress and absence/quitting intentions [12, 13] . This can produce yet more psychosocial stressors associated with reduced job satisfaction and lead to job-related burnout. These risks are most likely in the absence of personal attributes that are protective factors, such as motivation towards working in palliative care because of the desire to make a significant contribution [2] .
Even if health care organizations focus just on staff absence and turnover, these pose a substantial financial burden because they damage the stability and workload of hospice care teams and increase the financial cost of organizing staff cover and recruiting/training new staff. Most end-of-life care is delivered by professional carers in home and hospice settings [14] . It is a serious concern that care workers leave their jobs at the highest rate among all health care staff; the staff turnover rate among UK care staff in non-hospital settings is high at 21% [15] and, in nursing homes, the quitting rate can be as high as 85.8% [16] . We know from US research that there is an acute shortage of labour in palliative medicine [17] . We put forward the suggestion that health care organizations urgently need to audit the rate of staff absence and turnover in palliative wards and hospices in particular. Psychosocial risk factors could be at the heart of the problem.
Given robust evidence about the success of trainable interventions trialled on palliative staff in reducing psychological demands, effort-reward imbalance, burnout and distress in the long-term [6, 8] , it is worrisome that many health care organizations have not implemented this evidence. A review of policies in 49 countries [18] and a summary of European Union policy [19] showed that palliative training policies in most countries focus on task knowledge but not on coping knowledge. To explore updated policies at the national and local level, we browsed available policy documents from 14 countries in the European Union, and we found a concerning lack of policies about training geared at helping end-of-life staff cope with the psychosocial risks of their work in 7 out of 14 countries. We would therefore estimate that approximately half the population of end-of-life staff are at risk because of inadequate training about how to cope with the psychosocial risks of their workplace, although we acknowledge the need for a review of policies in other regions of the world. The majority of policy documents, we found presented policies affecting nurses and medical staff, but what about other kinds of staff? That is a major policy oversight, considering that the majority of endof-life care is provided in domiciliary and hospice settings by health care assistants, care workers and other paid carers; for example, 60% of dying cancer patients are cared for at home and 19% in hospices [14] . Among all palliative staff, these care workers could be most at risk.
It is time that health care organizations do more to preempt the serious psychosocial risks faced by personnel in end-of-life care. Health care organizations should implement robust evidence about effective solutions [2, [6] [7] [8] [9] . This evidence can be implemented in the form of a standard orientation programme that is made available to anyone who works in palliative care and includes the following:
• Training palliative staff about team-based psychosocial support strategies.
• Allocating new palliative staff to job shadowing and a mentor.
• Clarifying job responsibilities to prevent role ambiguity. • Embedding clinical variety within the job design to prevent overload.
• Creating a professional support network by twinning palliative staff.
• Training palliative staff about personal coping strategies.
This could be a cost-effective and viable solution that can be shared between hospitals, hospices and even across borders.
